Healthy People 2020 (HP2020) includes objectives to increase screening for breast, cervical, and colorectal cancer (1) as recommended by the U.S. Preventive Services Task Force (USPSTF).* Progress toward meeting these objectives is monitored by measuring cancer screening test use against national targets using data from the National Health Interview Survey (NHIS) (1) . Analysis of 2015 NHIS data indicated that screening test use remains substantially below HP2020 targets for selected cancer screening tests. Although colorectal cancer screening test use increased from 2000 to 2015, no improvements in test use were observed for breast and cervical cancer screening. Disparities exist in screening test use by race/ethnicity, socioeconomic status, and health care access indicators. Increased measures to implement evidence-based interventions and conduct targeted outreach are needed if the HP2020 targets for cancer screening are to be achieved and the disparities in screening test use are to be reduced.
NHIS is a cross-sectional household interview survey that yields data on a nationally representative sample of the civilian, noninstitutionalized population residing in the United States (2) . Information is collected about the household, each person in the family residing in that household, and a randomly selected sample adult (aged ≥18 years) and child (if present) from each family. This analysis includes data from the cancer control supplement, sample adult questionnaire, person files, and imputed income files. For each cancer screening test, adults were asked whether they had ever received the test. Those who answered that they had received a cancer screening test were then asked when the most recent screening test occurred (2) . For this analysis, any report of testing for cancer was considered a screening test for the purpose of estimating proportions of the population up to date with breast, cervical, and colorectal cancer screening consistent with USPSTF recommendations as of 2015 (i.e., mammography within 2 years for women aged 50-74 years; Papanicolaou [Pap] test within 3 years for women without a hysterectomy aged 21-65 or Pap test with human papillomavirus test [HPV] within 5 years for women without a hysterectomy aged 30-65 years; fecal occult blood test within 1 year, sigmoidoscopy within 5 years and fecal occult blood test within 3 years, or colonoscopy within 10 years for respondents aged 50-75 years). Crude percentages, along with corresponding 95% confidence intervals, were presented by sociodemographic and health care-access characteristics, such as source of usual care. Overall percentages were age-adjusted, with age standardized to the 2000 U.S. standard population. Because the covariate associations for colorectal cancer screening use were similar by sex, results are reported for men and women combined. Statistical testing for differences in screening test use by sociodemographic and health care-access characteristics was performed using Wald F tests. For each screening exam, screening trends over time were examined using NHIS data from 2000, 2003, 2005, 2008, 2010, 2013, and 2015 . To account for changes in cervical cancer screening recommendations over time, only trends for Pap test within 3 years for women aged 21-65 years without hysterectomy were assessed. The Wald F test was used to determine whether differences in screening across the years occurred. All statistics presented are based on data weighted to account for the complex survey design of NHIS.
The final sample adult response rate was 55.2% (2) . Mammography use remained stable from 2000 to 2015 (Figure) . In 2015, 71.5% of women aged 50-74 years reported having had a mammogram within the past 2 years, which is less than the HP2020 target of 81.1% ( Figure) ( Table 1) . Compared with other racial/ethnic groups, mammography use was lowest among American Indians/Alaska Natives (AI/AN) (56.7%). Filipino women were the only group that met the HP2020 target. Use was lower among women who were foreign-born and in the United States for <10 years (53.7%) than among those who were U.S.-born (72.1%). The proportion of women who had a mammogram increased with increasing education and income levels. Mammography use was lowest for women who reported being uninsured (35.3%) and without a usual source of health care (32.9%) ( Table 1) .
From 2000 to 2015, the overall trend for cervical cancer screening (Pap test) use declined ( Figure) . In 2015, 83% of women reported being up to date with cervical cancer screening, which is below the HP2020 target of 93.0% ( Figure) ( 
Discussion
Cancer screening in the United States remains below HP2020 targets. A previous study of cancer screening using data from the 2013 NHIS found that overall use of screening tests was below HP2020 targets, with no improvements from 2010 to 2013 for breast, cervical, or colorectal cancer (3). Based on these more recent data, the overall trend from 2000 to 2015 demonstrates that colorectal cancer screening increased, breast cancer screening was stable, and cervical cancer screening declined slightly. Few subgroups met HP2020 targets in 2015, with many groups remaining far below targets, and disparities in use of cancer screening tests exist based on race, ethnicity, income, and education.
The progress in increasing use of colorectal cancer screening is promising, but more needs to be done if the HP2020 target Abbreviations: CI = confidence interval; GED = General Educational Development certificate. * Includes fecal occult blood test within 1 year, sigmoidoscopy within 5 years and fecal occult blood test within 3 years, or colonoscopy within 10 years for persons aged 50-75 years. † Weighted percentages. Overall percentages presented as crude and ageadjusted estimates; other percentages are crude estimates. § Age-standardized to the 2000 U.S. standard population. ¶ p<0.001. ** p-value testing for differences across four primary race groups.
† † p-value testing for differences between Hispanic and non-Hispanics. § § p = 0.038.
Summary
What is already known about this topic?
Screening can lead to early detection of breast, cervical and colorectal cancer, when cancers might respond better to treatment, thereby reducing deaths. Healthy People 2020 (HP2020) set targets for screening based on recommendations from the U.S. Preventive Services Task Force. Screening disparities exist for some groups defined by sociodemographics and access to health care.
What is added by this report?
Since 2013, some progress toward meeting the HP2020 objective for colorectal cancer screening has occurred, but the trend for breast cancer screening has been static, and cervical cancer screening is declining. Disparities in screening persisted by race, ethnicity, education, and income. The uninsured and persons without a usual source of care had screening use far below the HP2020 targets.
What are the implications for public health practice?
Progress toward achieving the HP2020 targets will require implementation of evidence-based interventions to increase cancer screening. Such interventions can be both provider-and patient-oriented. Screening among some racial and ethnic minorities and medically underserved populations is suboptimal and innovative approaches to eliminate these disparities might be needed. † U.S. Preventive Services Task Force (USPSTF) A and B grades are defined as follows: A, USPSTF recommends the service and there is high certainty that the net benefit is substantial; B, USPSTF recommends the service and there is high certainty that the net benefit is moderate, or there is moderate certainty that the net benefit is moderate to substantial. https://www. uspreventiveservicestaskforce.org/Page/Name/grade-definitions. § https://www.cdc.gov/cancer/nbccedp. death rates declined for white women, but increased slightly among AI/AN women (5). Reasons for this decline are unclear and warrant further investigation. However, data from this analysis indicate that factors associated with lower mammography use include poverty and lack of insurance coverage or a usual source of health care. In addition, because of the small sample size and unstable estimates for AI/AN women, error cannot be ruled out as a potential explanation for this pattern. Lower mammography use might lead to breast cancer diagnosis at later stages and contribute to racial disparities in mortality. The National Breast and Cervical Cancer Early Detection Program supports 11 AI/AN tribes and tribal organizations to increase screening use in these communities (4, 6) .
The findings in this report are subject to at least five limitations. First, the screening questions did not distinguish whether the test was performed for screening or diagnostic purposes; however, a person might be considered effectively screened in either instance. Second, data were self-reported and were not verified by medical records. Third, the overall response rate was 55.2%, and nonresponse bias is possible, despite adjustments for nonresponse. Fourth, sample sizes were small and not ageadjusted for some subgroups. Comparisons of subgroup rates to national targets should be interpreted with caution because targets were based on improvement from the 2008 baseline values for the national age-adjusted rate. In addition, consideration should be given to the fact that targets were designed to be met by 2020, not 2015. Finally, screening recommendations and questions have changed over time. In 2012, screening every 5 years with Pap and HPV tests was added as an option for women aged 30-65 years. It is unclear whether this change might have extended screening intervals for women and thus contributed to the slight decline in cervical cancer screening. Attempts were made to account methodologically for changes in recommendations and questions by using consistent definitions across years. Because hysterectomy status was unknown for 2003, Pap test data for that year were excluded Screening measures for the trend analysis were defined according to the 2000 method, which makes assumptions for cases with only partial timing data (i.e. respondent did not provide enough timing detail to determine if the test came within the recommended time interval). This source of bias results in slightly higher estimates but allows for fair comparisons over time. Accordingly, percentages for 2015 in the trend analysis differ slightly from those reported in the tables.
These findings might inform future activities to increase the use of screening tests as recommended. Some progress has been achieved toward meeting the HP2020 objective for colorectal cancer screening, but the trend for mammography use has remained static, and cervical cancer screening is declining. Substantial disparities persist for some subgroups, including persons without health insurance or a usual source of health care. The National Breast and Cervical Cancer Early Detection Program can provide access to timely breast and cervical cancer screening and diagnostic services for low-income, uninsured, and medically underserved women. For persons with access to health care, evidence-based interventions, such as provider and patient reminders about screening, can increase cancer screening rates (7) . Innovative approaches are needed to reach some racial and ethnic minorities and medically underserved populations to improve the use of cancer screening test use toward the HP2020 targets.
